Introduction: Intimate partner violence (IPV) in pregnancy is considered as an additional threat to the maternal/fetal health. The present study
Introduction
Intimate partner violence (IPV) is an act of physical, sexual and emotional-psychological abuse by the partner and is considered a health problem throughout the world [1] . According to the World Health Organization (WHO), physical violence may take place in the form of slapping, throwing objects, pushing, punching, kicking or using any weapons to harm the other person; sexual violence involves engaging in any sexual act through force or out of fear and any act that humiliates the woman; emotional violence involves the acts of disrespect, insult, disdain, isolation from the family and friends, controlling decision-making etc [2] . Although physical violence is more easily recognized due to its battering signs, psychological and emotional violence are substantially more harmful [3] . Recent studies by the WHO and the demographic health surveys (DHS) conducted in different countries indicated a varying prevalence of domestic violence against women by their intimate partners, ranging from 15% to 75% in a lifetime [4] . A nationwide survey carried out in 28 province centers of Iran showed that 30% of married women have at least experienced one type of intimate partner violence in their lifetime [5] . Due to its violation of human rights and the great effects on the community's health and development, intimate partner violence has become a major global concern [6] . In some studies, pregnant women are recognized as one of the most vulnerable groups of victims of this violence [7] and the most common type of violence is, in fact, intimate partner violence against pregnant women [8] . In a systematic global review, the prevalence of intimate partner violence against pregnant women was reported as 1% to 20% [6] , reaching 15% to 71% in low to middle-income countries [9] and 4% to 48% in Asian countries [6] .
In Iran, the mean prevalence of IPV against pregnant women was reported as more than 60% [10] . In a study conducted in Tehran province, 60.6% of pregnant women had experienced different types of IPV, with 60.5% reporting psychological, 23.5% sexual and 14.6% physical violence [5] . For many reasons, the reported statistics are lower than the actual figures [11] . The type of committed intimate partner violence is different for women who are experiencing it for the first time during their pregnancy. A study by The complications caused by IPV during pregnancy are associated with the type of experienced violence. There is a significant relationship between verbal abuse and low birth weight. Sexual violence during pregnancy can also lead to placental abruption, miscarriage and preterm labor [13] , while physical violence during pregnancy is associated with direct effects on the fetus, including fetal bone fractures or fetal death [5] . Irrespective of the changes in the type of the committed IPV against pregnant women, pregnancy is, in fact, the best time for performing interventions on abused women [14] . During pregnancy, intimate partner violence is more prevalent than other common complications such as preeclampsia and gestational diabetes [15] , which are among the main causes of maternal mortality [12] and for which women are routinely examined [16] . In fact, pregnancy is a high-risk period for abused women, when the health of both the mother and the fetus is at risk [17] ; and when the health is even further threatened with the adoption of inappropriate coping strategies against intimate partner violence [18] . Abused pregnant women use various coping strategies to deal with intimate partner violence. In a study conducted by Zakar et al (2012) , most abused pregnant women in Pakistan used coping strategies such as avoiding their spouse, participating in religious ceremonies and events, joining local support networks, asking for help from the family and friends or reticence, which, although have been helpful in reducing the physical violence, had no effect on psychological violence [19] .
Problem-oriented coping is a coping strategy adopted in stressful conditions that focuses on the existing problem, plans for solving it and pursues help in others [20] . The problem-oriented coping strategy is closely connected to problem-solving skills. Problemsolving skills are therefore crucial life skills that everybody should possess [21] . Problem-solving skills are a great help to doctors, who often use it in therapy sessions. The assumption is that successful problem solving reduces people's incompatibility and leads to positive compatibility in a life filled with routine problems [22] . In one study, however, teaching to forgive one's spouse was reported to be a more effective strategy than life skills training (including problem-solving skills) in improving symptoms of depression and anxiety in abused women [23] .
Health centers are frequented more often by women of reproductive age and pregnant women who seek medical care [24] . Various studies have shown that, for many different reasons, pregnancy [15] is the best time for performing interventions in health centers in order to reduce and prevent the risk of IPV against them; the first reason is that 95% of pregnant women visit the health centers during pregnancy to receive routine pregnancy care [25] ; second, due to the changes taking place in the woman's role (i.e, the adoption of a maternal role) and her wishes to protect the fetus and herself, pregnancy is a suitable period for training behavior changes; and third, regular visits to the health center during pregnancy could lead to an empathic and trusting relationship between the mother and the midwife [15] . 
Methods
The present quasi-experimental study was conducted in Tehran violence, first, the score of each type of violence was divided into two states of zero and more than one; zero meant not having experienced violence and more than one meant, having experienced violence during the past year. Accordingly, the rate of violence was measured and compared before and after the intervention in both groups via risk difference and relative risk. All the analyses were performed using SPSS V.14.
Results
By the end of the study, only 132 women were left in the control group (a sample loss of 10) and 125 others in the intervention group (a sample loss of 17). Sample loss was occurred for different reasons, including not visiting the center for the second time as advised (n = 5), concerns about answering the questions on violence (n = 5), failure to attend all the sessions of training (n = 10) or immigration to other regions (n = 7) (Figure 1) . The mean and standard deviation of age in the control group was 27.51 ± 4.26 and in the intervention group was 27.02 ± 4.26. Pregnancy was planned and wanted in 70% of the control group and 66% of the intervention group. Other demographic details are shown in Table 2 . According to Table 3 , there were no significant differences between the types of experienced IPV before the intervention, in the two groups. But, results of relative risk showed that the rate of physical and Psychological violence was significantly reduced after the intervention in the intervention group. Risk differences of physical, Psychological and sexual violence before and after the intervention were 3% (95% CI: -8.23 to14.13, P = 0.6), 
Discussion
Researchers have not reached a consensus regarding the prevalence of IPV during pregnancy [24] . Pregnancy can lead to changes in the overall prevalence of intimate partner violence [29] and is thus the best time for assessing the prevalence of IPV.
Various studies have shown that women with a history of committed violence against them have no desire to disclose their experiences;
however, due to their frequent visits to pregnancy care centers to receive routine pregnancy care (almost 90%) and their ongoing relationships with the health service providers [16] , particularly with the midwives, pregnancy provides a window of opportunity for assessing the prevalence of IPV against women [14] . In examining 50 pregnant women in California reported this prevalence to be 48%, which is consistent with the findings of the present study [15] .
In another study, Khadivzadeh et al (2011) reported that 16.5% of pregnant women in Mashhad have been subjected to physical violence [16] , which is inconsistent with the findings of the present study, perhaps due to the cited study's smaller sample size and the different type of questionnaire that was used to examine the participants. In the present study, the prevalence of psychological violence against pregnant women was reported as 92.8% in the intervention group and 94% in the control group. Taherkhani et al Tables and figure   Table 1 : The content of the problem-solving training sessions General briefing on the problems occurring in a marriage, coping with problems (problem-oriented and emotionoriented coping strategies) and introduction to the components of problem-solving skills.
2
The first and second stages of problem-solving skills training (accepting and carefully defining the problem).
3
The third and fourth stages of problem-solving skills training (brainstorming and solution assessment).
4
The fifth and sixth stages of problem-solving skills training (implementing the best solution and a review of the chosen solutions). 
